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The third of JPAC's tasks concerned quotas of -posts for regions. For this the committee devised an allocation formula giving a weighting of 30% to the number of medical and dental students in the region, 50% to the regional.population adjusted according to the formula of the Resource Allocation Working Party, and only 20% to the expected number of consultant vacancies in the region. This formula, intended to offer rough justice, weights student numbers more than was originally proposed. Though there may be a discernible link between numbers of undergraduates and numbers of senior registrars (and perhaps in some places senior registrars are relied on more than they should be to teach students), the relation seems too tenuous to justify a substantially increased weighting. Again the JPAC report, commenting on the high concentration of senior registrar posts in London, refers to the raison d'etre of the London postgraduate teaching hospital special health authorities as being "precisely to provide a national training resource." Historical reasons of this kind are not a sound basis for future policies. Good training centres, research facilities, and career opportunities are far more evenly spread throughout the regions than are senior registrars. If there is not a self evident and acknowledged need for change in this state of affairs JPAC has little purpose. The formula requires no region to lose more than one-senior registrar a year in a specialty and provides for posts funded by the MRC and similar bodies to be excluded from the regional quota allocations. On this basis the rate of change must be disappointingly slow for many regions, and the first year's allocations show little change except in specialties in which the total number of senior registrars across the country has increased. In any case the committee's concentration on senior registrars is relatively unimportant in the wider context ofthe profession's problems with its career structure.
All that said, JPAC has made a useful start in analysing the problems and assembling necessary data at a time when the DHSS, the universities, the research establishment, and the profession are all under pressure. Unfortunately, previous failures to act decisively on manpower because of misunderstanding, intransigence, vested interests, or sheer inability to manage the system give scant cause for optimism. Managing malignant ovarian germ cell tumours If correctly managed a young woman with a malignant ovarian germ cell tumour has a better than 85% chance of being cured and a good chance of remaining fertile. These malignant tumours account for about 3% of all ovarian neoplasms, and half are dysgerminomas. Doctors need to revise their beliefthat some histological types have a hopeless prognosis. In fact a treatment can be selected to preserve fertility as well as life.
Gynaecologists should consider that an ovarian mass may be a germ cell tumour when the patient is under 30, when the mass has solid areas on ultrasound examination, and when certain tumour markers are produced. Serum assays detect raised activity of placental alkaline phosphatase in many patients with dysgerminomas and raised concentrations of a fetoprotein or human chorionic gonadotrophin, or both, in most patients with malignant non-dysgerminomatous germ cell tumours.'
For patients with ovarian germ cell tumours a urilateral salpingo-oophorectomy is, preferable to a more radical operation. The entire peritoneal contents, however, require inspection through a midline incision, washings are needed for cytological examination, and if it looks suspicious the contralateral ovary requires biopsy. If a pure dysgerminoma is found and there is no clinical evidence of spread, a normal computed tomogram, and normal concentrations of tumour markers then the patient may simply be closely followed up rather than actively treated.23 Patients without metastases will avoid toxic treatment, and relapse can be successfully treated.
Many patients with non-dysgerminomatous tumours that have not metastasised have hitherto been treated with vincristine, actinomycin D, and cyclophosphamide, and about 80% have survived long term.4 More toxic treatment with cisplatin, vinblastine, and bleomycin leads to almost 100% survival.5 Because many would probably have survived without chemotherapy and relapses can now be treated, close surveillance is being studied as a treatment option. 6 When a dysgerminoma has metastasised only to the pelvic area radiotherapy will free about 90% of patients from disease, but it is less effective against more advanced disease.23 A similar result can be obtained in patients with advanced dysgerminomas given combination chemotherapy including cisplatin and etoposide,-8 and-in contrast to those receiving radiotherapy-most remain fertile. 9 The results are as good in patients with advanced nondysgerminomatous tumours provided the patients have not already received radiotherapy or chemotherapy.S'-Cisplatin, vinblastine, and bleomycin are more effective than vincristine, actinomycin D, and cyclophosphamide, and replacing vinblastine by etoposide reduces the toxicity.4710 It is not clear whether these regimens are as effective as cisplatin, vincristine, methotrexate, and bleomycin alternating with actinomycin D, cyclophosphamide, and etoposide especially in patients with widespread metastases or high concentrations of tumour markers, or both.6 Residual masses must be resected and examined to confirm that they do not contain active tumour or differentiated teratoma.
Because of the rarity and curability of malignant ovarian germ cell tumours patients who have them should be managed in specialist centres so they receive optimal surveillance or treatment. In a study of 38 uraemic children, halfof them undergoing dialysis, Reynolds and others reported that threats to psychosocial adaptation identified in the early 1970s are still as important and as difficult to treat.'-3 Stress and anxiety in the patients and families may arise from four main sources: adjustment to the uraemic state; problems of growth and unrealistic expectations of the future; practical problems such as enuresis, frequent visits or admissions to hospital, and dialysis itself; and the need for both financial and psychological support for the family.
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Difficulties in adjusting to uraemia are particularly great for adolescents and for families with pre-existing marital stress. Families are often ignorant ofthe available community services, and some suffer from conflicting advice because of poor communication between the hospital services and general practitioners or community agencies. Some parents can, however, turn the stresses into a source of strength for their marriage,4 and we have found that most children undergoing dialysis have indices of self image within the normal range (Winkley and Winterborn, unpublished observations). The chief requirement for successful psychosocial adjustment seems to be a realistic acceptance by the whole family of the limitations imposed by end stage renal failure. The adjustment will be easier given consistent expert advice, practical and financial help, and, above all, time for giving and assimilating information so that it can be used to change the family's pattern of life. These needs have long been recognised by the medical and nursing staff of paediatric dialysis units, which have enlisted the help of the child psychiatrist, psychologist, social worker, dietitian, and school teacher. The family practitioner has an important job to support the family as well as the patient and to interpret the messages from the dialysis unit. He must be kept well informed. The social worker and family practitioner between them will usually have the most complete knowledge of local community services. Insufficient recognition is given to the telephone network, fostered by parents' meetings, whereby experienced families help newcomers and those whose children have not yet started dialysis.
In helping children and their families come to terms with end stage renal failure everyone must give the same message about the child's capabilities and prognosis; conflicts are common and are likely to hinder adaptation. Caution is necessary in interpreting the results of trials of chemotherapy in gastric cancer. Disease response is difficult to measure,=S yet in many studies response rates rather than survival have been used to determnine the efficacy of treatment. Comparing trials is not easy because of diverse entry
